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covered, secondary cataract may follow. Extension of inflammation to
the ciliary body often occurs and, in severe cases, may spread to the
choroid when a general endophthalmitis may result.
A primary attack of acute iritis if treated early and adequately does
not carry a serious risk of severe loss of vision. The pupil can usually
be fully dilated and exudates are often entirely absorbed. In recurrent,
chronic, or neglected cases with complications, the prognosis may be
very serious. Yision is reduced by organized exudates or by the develop-
ment of glaucoma but is rarely totally lost. The coexistence of cyclitis
and/or choroiditis is unfavourable to the prognosis. Diabetic iritis
carries an unfavourable prognosis as does infection elsewhere when
complicated by diabetes mellitus. (See also p. 506.)
Acute congestive glaucoma is the most important disease likely to be
confused with iritis. The points of difference may be summarized thus.
The onset of glaucoma is often marked by acute pain in the brow and
head and vomiting without other general symptoms. Loss of vision is
extreme and very rapid, but there may have been premonitory attacks
of transient obscuration of vision lasting only a few minutes. Rings or
haloes of the colours of the spectrum may be seen round lights but
usually the complaint is of a fog or mist. The intra-ocular tension is
raised. Supra-orbital pain is usually moderate, as are ciliary and con-
junctival congestion which are sometimes slight. The cornea is diffusely
and evenly hazy from oedema of its layers, but without keratic pre-
cipitates. The anterior chamber is shallow and the pupil inactive and
semi-dilated with the vertical diameter often greater than the horizontal.
The margin of the pupil is regular and, except in thrombotic cases, does
not show posterior synechiae. The iris is congested, and the lens gives
a greenish reflection on focal illumination. In the initial acute attack
the fundus may be invisible on account of corneal oedema but, if seen,
the optic disk is not cupped. In subsequent attacks, or in chronic
glaucoma, the disk is cupped and atrophic. On no account should
atropine be used. The age is usually over forty, the sex commonly
female. (See also Vol. V, pp. 580 and 583.)
Acute thrombotic glaucoma often follows thrombosis of the central
retinal vein, occurs predominantly in obese hypertensive subjects
between the ages of 55 and 75 years, but closely resembles acute iritis in
many ways; pain is constant and severe. There may be transudation
from the iris with formation of posterior synechiae; congestion of the
iris, conjunctiva, and ciliary region is prominent, the vessels of the iris
being engorged and varicose.
Acute conjunctivitis is distinguished by the absence of congestion of
the anterior ciliary vessels, by the clear anterior chamber, and by the
normal colour, pattern, and mobility of the iris, by the normal shape
and reactions of the pupil, and by the presence of conjunctival con-
gestion and of a sero-fibrinous or muco-purulent discharge from the
conjunctival sac.
Acute episcleritis, scleritis, and keratitis show the characters of a